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1. INTRODUCTION
What is the purpose of this overview?

This booklet provides a general outline of billing and payment issues for workers’ compensation
in Michigan. It is not intended to be a legal document and not intended to cover every possible
situation. We hope, however, that it will provide general guidelines for some of the problems that
arise. In other situations, providers, carriers, employers, and workers will have to consult with
their attorneys for more specific advice.

Specific reimbursement policies are covered within the Health Care Services Rules and the
Health Care Services Manual, which can be found online at www.michigan.gov/wca under the
Health Care Services tab.

Many billing and payment issues deal with situations resulting from disputes or litigation. It
should be pointed out, however, that most billing and payment issues are resolved without
disputes, mediation, or litigation.

Accordingly, while this overview will try to define the limits of workers’ compensation by
discussing frequently asked questions, the reader is reminded that this overview may not
address those unusual or extreme circumstances of litigated cases.

The Health Care Services Rules are usually updated annually through the administrative rules
process and new questions do arise. You will find instances where all questions are not
answered. This overview, however, will do the best to provide general guidance. Updated
information may be obtained from the agency’s website at www.michigan.gov/wca and clicking
on Health Care Services in the section on the left. Both the Health Care Services Rules and the
Manual/Fee Schedules can be downloaded at no charge from the Health Care Services site.

Additional questions regarding the Rules may be directed to Health Care Services staff at (313)
456-3659.

What are the Health Care Services Rules?

Section 315 of the Workers’ Disability Compensation Act of 1969, as amended, requires the
agency to establish maximum fees for medical services. The Health Care Services Rules are
enacted into law through the administrative rules process and include the following information:

e Guidelines for practitioner and facility billing

¢ Methodologies for determining the fees

¢ Rules for carrier reimbursement of medical services

e Requires maximum allowable payments for medical, surgical, and radiology fees
published by the agency in a separate manual or fee schedule

The Health Care Services Rules do not override information contained within the Workers’
Disability Compensation Act.



What medical services do the Workers’ Disability Compensation Act and the Health Care
Services Rules cover?

The Act covers all medical services, devices, apparatus, or attendant care. When an employee
receives a personal injury arising out of and in the course of employment, the employer must
furnish or cause to be furnished all reasonable medical, surgical, and hospital services and
medicines, or other attendance or treatment recognized by the laws in this state as legal. The
employer shall also supply dental service, crutches, artificial limbs, eyes, teeth, eyeglasses,
hearing apparatus, and other appliances necessary to cure, so far as reasonably possible, and
relieve from the effects of the injury.

What providers are covered under the Health Care Services Rules?

The Health Care Services Rules apply to all licensed providers in Michigan who accept workers’
compensation and submit charges to the workers’ compensation carrier.

What is the definition of a carrier?

For the purposes of workers’ compensation in Michigan, a carrier is defined as an insurance
company, a self-insured employer or self-insured group fund, or one of the funds specified in the
Act.

What procedure codes are covered services under the Health Care Services Rules or the
Health Care Services Manual?

The Health Care Services Rules cite Current Procedural Terminology (CPT®) to describe
medical, surgical, and radiology services for billing purposes. In addition, the Rules cite
Medicare’s National Level Il Codes (HCPCS®) to describe the other ancillary services for billing
purposes.

The Health Care Services Division is responsible for publishing and updating the Health Care
Services Manual listing the procedure codes and the maximum allowable payments. If a code
is not found within the Rules or the Manual, then the provider may bill the appropriate listed
code in the most recent edition of either the Current Procedure Terminology or Medicare’s
National Level Il Coding Guide. When a provider bills a code and the Rules or Manual has not
established a fee, then the service is “by report” (BR) and the carrier is required to pay the usual
and customary charge or reasonable amount, whichever is less. The Workers’ Compensation
Act states that the employer must furnish all necessary and reasonable health services, so the
carrier cannot deny the service simply because the Rules or Manual do not list the specific
procedure code.

Can the provider bill a medical procedure with an unlisted procedure code?

If there is no listed procedure code accurately describing the service found in CPT® or HCPCS®,
the provider may bill the unlisted procedure code. The carrier is required to review the unlisted
procedure as a “by report” (BR) procedure and pay the provider’s usual and customary charge
or reasonable amount, whichever is less.

Example: If a provider bills 99499, an unlisted evaluation and management code, to describe
an office visit, the notes must be included with the bill. Unless the notes substantiate a service



different from one of the listed codes for evaluation and management, it would not be
appropriate to use the unlisted procedure code to describe the service.

Can a Michigan worker treat with an out-of-state provider?

A Michigan worker may choose to treat with an out-of-state provider. The employer may direct
the care for the first 28 days of medical care for a work injury or iliness. The Workers’ Disability
Compensation Act of 1969, as amended, states in Section 315 that 28 days from the inception
of medical care, the employee may treat with a physician of his or her own choice by giving to
the employer the name of the physician and his or her intention to treat with the physician.

Do these Rules apply to out-of-state providers?

Workers’ compensation laws are state-specific and the State of Michigan Health Care Services
Rules only apply to providers licensed to practice in Michigan. Michigan law does not regulate
providers practicing in states other than Michigan.

A provider located outside of Michigan may choose not to accept the Michigan maximum
allowable fees. The carrier may attempt to negotiate the outstanding balance with the out-of-
state provider or pay workers’ compensation reimbursement rate within that state.

What if the worker’s employer is located in another state and the worker was not injured
in Michigan?

Workers’ compensation laws are state-specific and you need to contact that state for
information. If you contact workers’ compensation in the state where the employer is located,
you can find out how to handle the request to settle your bills.

How are complaints submitted to the agency?

Anyone who is affected by the Health Care Services Rules may submit a written complaint to
the agency regarding the action of any other person who is affected by these Rules.
Appropriate documentation shall be included to support the problem and the complaint may be
mailed to:

Workers’ Compensation Agency
Health Care Services Division
PO Box 30016

Lansing, Ml 48909



2. GENERAL INFORMATION
How long does a worker have to report a work injury and seek treatment?

A worker should notify the employer of an incident, injury, or illness occurring at work as soon as
he/she is aware of the incident or injury. A worker has up to 2 years to file a claim under the
Workers’ Disability Compensation Act.

What if the employee has reported the injury to the employer and the employer has not
reported the injury to the carrier?

If the employer will not report the injury, the injured worker should be directed to contact the
agency for instructions on how he/she may report their own claim. Injured workers may call 1-
888-396-5041 or 517-322-1980 for information.

Is there afiling limitation for a provider to submit charges for a medical service?

A provider must submit charges for medical services to the carrier within 1 year from the date of
service. This rule does not apply in cases of litigation or subrogation.

Who is responsible for paying the medical services?

The carrier is responsible for paying properly submitted bills for the medical services rendered
to treat a covered work injury or illness. Bills are to be sent to the carrier, not the employer.

A carrier is defined as:
e Aninsurance company
o A self-insured employer
e A self-insured group fund
¢ One of the funds specified in the Act

What happens if an injured worker pays for a medical service to treat a covered work
injury?

When an injured worker pays for a medical service to treat a covered work injury, the worker
must send the bill and the receipt for payment to the carrier and the carrier must reimburse the
injured worker in full. If the payment made by the injured worker is greater than the maximum
allowable payment, the carrier must reimburse the worker in full and may recover the difference
or overpayment from the medical provider.

What if a carrier pays for a medical service and later determines the service is not work-
related or that the service was reimbursed at more than the maximum allowable payment
in the Rules?

The carrier has the right to recover payment in accord with the Health Care Services Rules.
The carrier would request the provider to refund the payment or the overpayment. If the
provider does not respond to the request, the carrier can subtract the amount of the
overpayment from any other payment due the provider. When the provider responds to the
carrier but does not refund the overpayment, the carrier must file an Application for Mediation or
Hearing (form WC-104B) to continue with the recovery of the payment.



What are the responsibilities of the employer?

The employer may direct the injured worker to a treating physician of the employer’s choice for
the first 28 days of care commencing after an injury or iliness. The insured employer is
responsible to do the following:

e Promptly file the Employer’s Basic Report of Injury (form WC-100) with the agency for all
wage loss cases.

e Promptly notify its insurer of the medical-only cases.

e Promptly inform the provider of the name and address of its insurer or the designated
agent of the insurer to whom health care bills should be sent.

e Promptly forward any medical bills and documentation received for medical services to
the insurer.

What are the responsibilities of the injured worker?

The injured worker is responsible for reporting the work-related injury or illness to the employer.
In addition, the injured worker may choose their own treating physician after the first 28 days of
care for the injury, but the injured worker must notify the employer, in writing, with the name of
the chosen practitioner.

Can the employer or the carrier dispute the employee’s choice of treating physician?

The employer or the carrier may dispute the employee’s choice of treating practitioners, but the
employer or carrier must file an Application for Mediation or Hearing (form WC-104B) with the
agency stating the reason for the objection. A magistrate would decide if there was an
appropriate reason for the objection.



3. PRACTITIONER INFORMATION

Is the practitioner required to sign up for a National Provider Identification (NPI) number
in order to treat workers’ compensation cases?

The National Provider Identification (NPI) number is required to be on workers’ compensation
bills and EOBs effective February 29, 2008.

How is authorization obtained to provide medical services for an injured worker?

Michigan law does not require prior authorization for medical services. The law does allow the
employer to direct the care for the first 28 days of medical care, but after 28 days the employee
may choose their own treating physician. The carrier must review the billed services and pay
those services that are reasonable and necessary to treat the covered work injury or illness.

Are pre-employment physicals covered under the workers’ compensation Rules?

The service must be performed to treat an injury or iliness causally related to employment. With
the pre-employment physical there is no employment established, therefore, a pre-employment
physical would not be covered under workers’ compensation.

Is routine drug screening payable by the workers’ compensation carrier?

Routine drug screening would not be covered under workers’ compensation. The employer
would be responsible for paying the routine drug screening for employees.

How does a practitioner submit a claim for medical services provided to treat a work-
related injury?

A practitioner or a health care organization is required to use the standard CMS 1500 claim form
(standard Medicare claim form) when submitting charges for medical services provided to
injured workers. The provider is required to attach any documentation required by the Rules
and send it to the carrier.

A health care organization is any of the following:

¢ Health maintenance organization

e Clinic including an industrial or occupational clinic
¢ Home health agency

e Laboratory

¢ Medical supply company

e Community health board

e Free-standing physical therapy clinic

Other services billed with the CMS 1500 claim form are ancillary services such as ambulance
services and orthotic and prosthetic services.



How does the practitioner obtain carrier information if the employer will not give out the
name of the carrier?

The employer is required by the Rules to tell the provider the carrier’'s name and address for
billing purposes. If the employer will not provide carrier information, the provider can obtain the
information from the agency’s website or the Insurance Compliance Division of the agency by
calling (517) 322-1885. The provider will need the following information:

e The employer’'s name and address
e Date of injury

A listing of the carrier addresses is found on the agency’s website. In addition, this listing may
be obtained by contacting the Insurance Compliance Division of the agency.

What documentation is the practitioner required to send with the bills?

The Rules require that practitioners send the following information with the charges:

e A copy of the medical report for the initial visit.

e Progress reports every 60 days of continued care with the same practitioner.

e A copy of the initial evaluation and an updated progress report every 30 days for physical
medicine treatment, physical or occupational therapy, or manipulation services.

e The operative report when billing procedure codes 10040-69990. When a surgical
procedure is performed in the office setting, the patient’s office notes are included as the
operative report documenting the surgical procedure performed in the office.

e The anesthesia record for anesthesia services billed with procedure codes 00100-01999.

e A copy of the radiology report when billing for the professional component of a radiology
procedure.

Can a practitioner submit a charge for the copying of records?

The practitioner is required to provide the initial copy of the records previously mentioned as
required by the Rules at no charge. Rule 418.10118 states that when a carrier or the carrier’s
agent, the worker or the worker’s agent, requests records for a specific date of injury, the
provider will be reimbursed in accord with the Rules. The Rules allow 45¢ per page, plus the
actual cost of mailing, plus a retrieval fee of $2.50 for each 15 minutes it takes to locate and
copy the records. The Health Care Services Rules (R418.10118) apply only to medical records
in the possession of a health care provider relating to the specific work-related condition,
treatment and request for payment of that treatment. Rule 118 does not pertain to medical
records requested by a subpoena that are part of litigation.

Are signed releases necessary?

The Rules require certain documentation to be submitted with the bill. While procedures may
vary in different offices, generally the billing staff has a patient sign a general release stating
“this allows us to bill your insurance.” This release will cover the required documentation. You
should check with your legal counsel regarding this, but for other documentation not required
with submission of the bill you may want to have a specific release signed.



What are the documentation and charting requirements for workers’ compensation?

The requirements are the same as those recommended by the American Medical Association
(AMA). The initial evaluation must include a treatment plan, a description of objective findings
as well as subjective complaints, and any limitations. If there is a disability or work restriction
placed by the provider, that information should be included, as well as anticipated return to work
dates. A progress report is required if the worker is still treating with the same provider every 60
days. In addition, a progress report is required every 30 days when physical medicine is being
provided. Physical medicine includes manipulation services, physical therapy, and occupational
therapy.

Is the carrier allowed to down-code a practitioner’s billed level of service?

A carrier is not allowed to automatically down-code a practitioner’s level of service used to
describe a procedure (e.g. evaluation and management service). The Rules require carriers to
perform a utilization review of the medical services to determine that the services are
appropriate in both the level of service billed and the quality of service provided. The service
billed should be appropriate for the diagnosis and the condition of the injured worker. For
example, you would not expect to see a comprehensive level of evaluation and management
service billed for a minor injury requiring first-aid type treatment. If the documentation provided
does not support the level of service billed, the carrier has the duty under the Rules to pay the
appropriate level of service. The Rules authorize carriers to withhold or recover payment from
health care providers that have made excessive charges, or which have required unjustified
treatment, hospitalization, or visits.

How long is a provider required to keep medical records for a workers’ compensation
patient?

The agency suggests that you consult your legal counsel. The agency is required to maintain
records for contested cases for 20 years.

In what time frame should the practitioner expect payment?

The Rules state that the provider should receive payment within 30 days. If the practitioner
does not receive payment within 30 days of submitting a properly completed bill to the carrier,
the Rules say that the carrier must pay the maximum allowable payment, plus a 3% late fee.
The late fee due is paid one time and is not compounded.

What should the provider do if they do not receive payment?

If the provider is not paid within 30 days, the provider should re-submit the bill to the carrier
marking the bill “DB” for duplicate bill. The provider may add a 3% late fee. If the provider does
not receive payment in the next 30 days or a total of 60 days, the provider is instructed to send
an Application for Mediation or Hearing (form WC-104B) to the agency. The provider should
send the original form to the agency and send a copy to the carrier.

If the provider has never received confirmation from the employer or the carrier that the services
were work-related, the provider could bill the injured worker requesting that he/she follow-up
with the employer to get the bill paid. The Rules do not prevent a provider from billing the
injured worker. The Rules only prevent balance-billing. The Rules provide for reimbursing



the injured worker in full if the worker pays for a medical service provided for a work-related
illness or injury.

What should the provider do if the carrier denies payment because the service is not
work-related?

If the provider receives a Carrier’'s Explanation of Benefits form indicating the service is not
work-related, the provider should bill the injured worker. If the injured worker disagrees with the
carrier’'s decision and believes the services are work-related, the worker must file a plaintiff's
Application for Mediation or Hearing (form WC-104A). The worker generally hires an attorney
and the case becomes contested or in litigation. If the injured worker does not file a petition for
hearing (form WC-104A) to contest the carrier’s decision, the denied services become the
worker’s responsibility.

Can the provider contact the agency to determine the status of a claim or to learn if a
claim has been received?

The agency does not pay or review bills and the provider must verify the status of the claim with
the carrier. A provider must direct all requests for reconsideration of payment to the carrier, not
the agency.

How are dental services billed?

Dental services are covered when the necessary dental procedures are required to correct the
effects of a work-related injury. The dental services are billed using standard ADA codes and
the Attending Dentist Statement. Procedures for dental services do not have set fees but are
considered “by report” (BR).

What does “by report” (BR) mean and how does the carrier reimburse “BR” procedures?

“BR” means the procedure does not have a maximum fee assigned and requires a written
description. The description shall be included on the bill or attached to the bill and shall list all of
the following:

e A simple listing of the service
o The date(s) of the service

e The procedure code

e The charge for the service

“BR” services are reimbursed at the carrier's usual and customary charge or a reasonable
amount, whichever is less. A reasonable amount is defined as a payment based upon the
amount generally paid in the state for a particular procedure code using available data.



4. CARRIER INFORMATION
Who determines compensability for a workers’ compensation claim?

When an employee reports an injury or illness, the insured employer is required to report the
information to the carrier. The carrier is required to investigate the claim and determine if the
claim is work-related. If the carrier determines the case is not work-related or non- compensable,
then the carrier will issue a formal notice of dispute. The carrier is responsible for responding to
claims for medical services in 30 days. The Rules require the carrier to send the provider an
Explanation of Benefits form for all medical bills received and processed for a workers’
compensation case. This form must clearly document the carrier's payment decisions. A copy of
the form is also sent to the injured worker for information.

What if the employer has not reported the injury to the carrier?

The carrier could look at the medical bill as notice of injury and still investigate the claim for
compensability. The carrier may also return the bill to the provider indicating there is no report of
injury on file. In this instance, the provider would bill the injured worker indicating that the carrier
has no record of a claim. If the injured worker does not follow through with the employer,
he/she may become liable for the provider’'s charges. If the employer will not report the claim
for the injured worker, the worker may contact the agency and obtain a form to report his/her
own claim to the agency. The carrier should also follow-up with the insured employer to
determine why the injury was not reported to them.

What is involved in the carrier’'s review of medical services?

The carrier is required to pay all necessary and reasonable medical expenses for a work-related
injury or illness. The Rules require carriers to perform utilization review using appropriate
standards of care for the medical services and reimburse all necessary and reasonable
services. It may be the perception of what is reasonable that leads to disputes in workers’
compensation. A carrier may review medical bills in-house or contract with a vendor to review
the medical bills. The carrier must notify the provider where the bills are to be sent. The
carrier’s review process consists of technical (computer-review) and professional review.

The Health Care Services Rules mandate that carriers have licensed healthcare professionals
involved in the utilization process to ensure that the services are necessary and reasonable and
related to the work injury or illness. The Rules require professional review be performed when:

¢ Medical payments for a case (excluding inpatient care) exceed $20,000
e There is inpatient hospital care
e Any case that the carrier deems necessary to review (e.g. insufficient or excessive

care)

What if the carrier does not pay the bill for medical services within 30 days?

If the provider’s bill was properly completed and the required documentation was attached, the
carrier is required to pay the provider within 30 days or pay a 3% late fee.
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How does the carrier dispute a medical service?

The carrier will use the Carrier's Explanation of Benefits form to notify a provider of
payment or to dispute a medical service. The Explanation of Benefits form should clearly
explain the carrier's determination for reimbursement or reason for not paying the medical
service. The carrier may also send out a formal Notice of Dispute (form WC-107) to the

injured worker notifying the worker of the dispute.
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5. DISPUTES

What if the carrier determines the workers’ compensation claim is not compensable or
work-related?

A carrier has the responsibility to investigate a worker’s claim of an injury or illness and
determine compensability of that claim. When the carrier determines the claim is not work-
related, the carrier must notify the employee and the employer on a formal Notice of Dispute
(form WC-107). While law does not require it, it is helpful if the carrier also notices the treating
providers by sending a copy of this form.

If the carrier notifies the provider on the Explanation of Benefits that the service is not
work-related, does that mean the case is contested?

Not necessarily. A case does not become contested until the injured worker receives the formal
notice of dispute and responds to the dispute by filing an Application for Mediation or Hearing
(form WC-104A) with the agency. Once the worker files the Application for Mediation or
Hearing (form WC-104A), the case becomes contested.

Upon receipt of the Carrier's Explanation of Benefits form stating “service is not work-related,”
the provider should then bill the injured worker. Upon receipt of the provider’s bill, the injured
worker should then do one of the following:

e Pay the bill or ask the provider to bill the health insurance.

¢ Inform the provider that the case is work-related and the case is in litigation.

o If the worker has not already filed for a hearing to dispute the carrier’s denial, he/she
should file the 104A if they believe this is workers’ compensation.

If the carrier is not required to send a copy of the form WC-107 to the provider, how is the
provider supposed to be notified?

The Health Care Services Rules do require that the carrier respond to the provider’s bills with a
Carrier's Explanation of Benefits (form WC-739). If the carrier does not send the provider a
copy of the formal notice of dispute, the carrier must send out a notice by the Carrier’s
Explanation of Benefits form explaining that the services are not being paid because the claim is
in litigation. Once the carrier notices the provider that the claim is in litigation and the bills will
not be paid, the carrier is not required to respond to further bills by the same provider.

What should the provider do when they become aware that the case is in litigation or in
dispute?

The provider should file an Application for Mediation or Hearing (form WC-104B) with the agency
requesting the agency to add the provider as an intervening party. When the provider files the
104B, the magistrate addresses the disputed medical payments at the time of trial. The provider
should also send copies of any unresolved medical bills to the injured worker or to the injured
worker’s attorney so they understand what medical services are outstanding in case of any out-
of-court settlement. When the case is contested, the carrier will not pay for any ongoing services.

12



6. FACILITY INFORMATION

How do hospitals and other facilities submit their charges for workers’ compensation
cases?

A facility must submit their charges on the standard facility UB-04 claim form. The facility must
complete the claim as instructed in the official UB-04 Data Specifications Manual that may be
obtained from the American Hospital Association’s National Uniform Billing Committee. The
manual may be ordered by calling (312) 422-3390. The exception is that a freestanding
surgical outpatient facility (FSOF) shall bill their services on the CMS 1500 using modifier
SG and 24 site of service.

What facilities are able to submit charges for workers’ compensation medical services?

Facilities licensed by the state of Michigan may submit facility charges for work-related services
provided to treat an injured worker. A listing of licensed facilities may be obtained from the
Bureau of Health Systems, PO Box 30664, Lansing, MI 48909, or by emailing
MDCH-BHS-FOIA@michigan.gov. A physician’s office is not a facility.

How are facilities reimbursed?

A hospital is reimbursed for certain services such as emergency department services, inpatient
services, outpatient surgery, physical medicine services, and laboratory services by a cost-to-
charge ratio methodology outlined in the Health Care Services Rules and the Health Care
Services Manual. For other minor services, such as clinic visits or radiology services, the
hospital is reimbursed for only the technical component of the maximum allowable payment
listed in the Manual.

When a hospital bills for practitioner services, the practitioner services must be billed on the
CMS 1500 claim form. The Rules have specific guidelines for paying practitioner services. A
hospital-owned occupational or industrial clinic must be billed as a practitioner service on the
CMS 1500 claim form.

The freestanding surgical outpatient facilities have fees listed in the section FSOF/ASC surgery
fee schedule and are paid using the multiple surgery rule. When a surgery code does not list a
FSOF fee for procedure, then the reimbursement for that procedure is by report. The rules cover
billing and payment of the freestanding outpatient facilities in part 9 and 10 of the Health Care
Services Rules.

Services provided at other licensed facilities are considered by report, and would be paid at the
lesser of either the facility’s usual and customary charge or reasonable. Example of a facility
other than a hospital or FSOF would be a skilled nursing home.

What determines a hospital’s ratio listed in the Rules?

The agency calculates the ratio using a hospital's most recent fiscal year-ending information
that is submitted to the Department of Community Health, Medical Services Administration. The
agency uses this data from the Department of Community Health and calculates the maximum
payment ratio for each hospital. This calculation is done between October 1 and November 1 of
each year. The hospital ratio information is published in the Health Care Services Manual each
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time the health care rules are updated and are published on the agency website on the Health
Care Services page.

If a hospital disagrees with the published ratio and has data available from a more recent fiscal
year ending, the hospital may obtain a form from the agency and submit the form along with the
most recent data on the G-2 worksheet to the agency requesting reconsideration of the payment
ratio. The agency will review the information submitted and adjust the hospital’s payment ratio
when criteria listed in the Rules is met.
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7. CONTACT INFORMATION

Workers’ Compensation Agency

PO Box 30016

Lansing, MI 48909

Toll-free phone number: 1-888-396-5041

Website: www.michigan.gov/wca

Health Care Services Division Phone: 313-456-3659

Fax: 517-322-6012
Email: WCA-HCS@michigan.gov
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